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BULLETIN 
O F T H E 
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775 Bank Lane — Room 211 
Lake Forest, Illinois 60045 
phone (312) 234-6330 
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APRIL, 1986 
President's 
Message 
By 
Dr. John H. Boyd 
Headquarters tells me that it is time for another 
President's message, and I, like Old Mother Hubbard, 
must confess that the cupboard is bare. 
In the January Bulletin I made a strong plea for your 
active interest and your tangible participation in the 
operation of CAMA. While the response was not 
exactly earth-shaking, there were indications that a 
few of you are getting the message. 
But I keep going back to the purpose for which this 
association exists. It is best expressed, I think, in 
CAMA's motto: PRO BONO P U B L I C O , for the public 
good. That's why the active members of the Civil 
Aviation Medical Association are important. To me, 
they are in a very strict sense the guardian angels of the 
flying public because they deal directly with safety. 
That's why I urge you to take part. Add your voice to 
the small group of CAMA members who are involved. 
Only if you do this will your professional status as an 
aviation medical examiner be enriched. With your 
help, we can make our group a forum from which you 
and your associate AMEs can make your opinions 
heard, your ideas acted upon. 
May I again remind you that it isour jobtodetermine 
the basic mental and physical requirements for civil 
airmen. We don't do this haphazardly. We arrive at 
these standards only by means of research, a 
continuing program of educat ion through our 
meetings, and our publications. In short, we attempt to 
bring together within a common discipline AMEs from 
all over the world so that we may assure the use of 
tested, improved and unified criteria. 
So if I sound like a preacher, you'll forgive me. After 
all, we Aviation Medical Examiners have a lotto preach 
about. 
Why don't you help us prepare the sermon? 
Editorial 
Musings 
By 
Robert E. Field, M.D. 
Almost all of us, individuals or organizations, 
connected with aviation have an intense concern 
regarding safety. Th is is because we know that failure 
of either man or equipment can bring forth the 
underlying hostility of the environment of flight. CAMA 
has never questioned the motives of those who 
disagree with our opinions and we do not deserve less. 
Recent editorial comment and a reader reply in the 
"AOPA Pilot" suggest that CAMA's opposition to a 
lengthened interval in p h y s i c a l e x a m i n a t i o n 
requirements might be on the basis of financial 
considerations. It is a rare A M E who gains any 
significant income from this activity. For many it 
amounts to a "labor of love" in that the net financial 
result does not pay the expenses for the time involved. 
It can also be stated that the quoted $60.00 for a third 
c lass physical is considerably in excess of the average 
amount of which we are aware. 
The on-board emergency medical kit requirement 
was approved. We find that the contents of the kit as 
approved were far less sophisticated than those we 
have seen offered in the past, and do not require 
trained medical judgment for use. CAMA was on 
Continued on page 5. 
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MED DEPT. 
DEPRESSION* 
Editor's Note 
Depression in some form has been a contributing 
cause in several aviation accidents and probably is the 
underlying cause in some accidents catalogued as due 
to "pilot error." Because of time constraints and the 
lack of objective tools of measurement, most of us do 
not consider this possibility to any great degree in 
evaluating pilots. The following condensed version of 
a published article is presented to refresh our thinking 
on this important topic. This condensation has 
intentionally de-emphasized therapy. 
We thank the author of this excellent summation of a 
complex problem. 
In Europe and the United States, symptoms of 
depression — dejection, hopelessness, guilt, loss of 
self-esteem, fatigue and disturbances of appetite and 
sleep — occur in 8 to 26 percent of all adults at least 
once in their lives. These are the findings of 
epidemiologists who have reviewed a large number of 
studies on depression. 
At any one time, up to 20 percent of the population is 
exper ienc ing depressive symptoms. Depression 
strikes women more frequently than men, its incidence 
peaking in middle years. In males, it becomes more 
common with age. 
Depression is a frequently used word. As the 
description of a feeling all of us have sometimes, the 
meaning it conveys is clear. Comparisons of medical 
and non-medical depression, however, require further 
clarification. 
Robert P. Purpura, M.D., medical manager, 
psychopharmacology medical research for The 
Upjohn Company, considers the following distinction 
a useful basis for discussion. 
A feeling of depression is normal as a reaction to 
certain events or life phases — getting a poor grade on 
an important test, having adisagreementwith aspouse 
or seeing a child off to college. These few hours or 
days of sadness pass quickly and do not require 
treatment. 
Depressed mood is a more prominent and lasting 
feeling characterized by loss of interest and pleasure 
in activities and, sometimes, by hopelessness. 
Depressed mood is associated with many psychiatric 
and physical il lnesses. Here the mood lifts when the 
associated disease is treated. In the case of a serious 
loss — death of a spouse or financial disaster — 
depressed mood would be considered a normal 
reaction during a reasonable time period following the 
event. 
A depressive episode is a period of "cl in ical" 
depression — depression severe and persistent 
enough to require treatment. It may last weeks or 
months but usually is self-limiting. The American 
Psychiatric Association suggests the depressed 
person — in addition to feeling sad and hopeless — will 
have at least half of these symptoms daily for a couple 
of weeks: changes in appetite and/or weight (when not 
dieting); insomnia or excessive sleeping; loss of 
interest or pleasure in act iv it ies and /or sex ; 
psychomotor retardation or agitation; energy loss or 
fat igue ; d i f f icu l ty c o n c e n t r a t i n g ; f e e l i n g s of 
worthlessness or excessive guilt; thoughts of death 
and/or suicide, or a suicide attempt. 
A person who is having a depressive episode or 
who's had at least one in the past generally is 
described as having a depressive disorder. About half 
the people who have one depressive episode can 
expect to have more. Depressive disorders are thought 
by some to result from a combination of predisposing 
biological factors and upsetting life events. 
According to recent estimates, only about 23 
percent of people with psychiatric disorders have seen 
a mental health professional in the past year. Thus, 
many suffer needlessly. Some of these people are 
unaware that effective treatment exists. Others are 
reluctant to seek help because of the stigma 
depression bears. 
The cost of untreated depression cannot be 
assessed accurately. Its most serious complication is 
suicide, estimated at more than 25,000 in the United 
States each year. The estimate for suicide attempts is 
approximately eight times higher — 200,000 annually. 
Alcohol abuse is common in underlying depression, 
and it's believed that at least 25,000 traffic deaths a 
year are alcohol-related. School , job, business and 
marital failure and unneeded medical care for 
depression-related physical symptoms add to the cost. 
There is hope. Major breakthroughs are being made 
in the diagnosis and treatment of depression. 
Depression's Disguises Vary With Age 
Depression is difficult to diagnose because its signs 
are many, varied and sometimes contradictory. 
Symptoms are not always apparent and they vary with 
age. 
Experts at a 1982 conference on childhood 
depression agreed that children as young as five may 
suffer serious depression. Their symptoms are more 
transient than adults' and can be harder to recognize. 
Among adolescents depression is on the rise. And 
suicide is the second leading cause of death in the 15-
24 age group. 
"Recognition of adolescent depression has doubled 
in the past five years but depression in the 6-through-
12 age group is probably massively underdiagnosed," 
says Elva O. Poznanski, M.D., professor of psychiatry 
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at the University of Illinois Medical Center in Chicago. 
"My follow-up of untreated depressed children shows 
many who do not simply grow out of it. Depression in 
children must be taken seriously." 
Generally, the first episode of depression is most 
likely to hit women when they're in their late 30s and 
men when they're in their late 40s. One predisposing 
factor for women may be the traditional lack of a role or 
identity outside the home and family. Abuse of alcohol 
and other substances , sexua l dysfunct ion or 
hyperactivity, "burn-out", "mid-life cr is is" and "empty 
nest syndrome" frequently indicate depression. 
In all age groups, physical ills — particularly 
headache, back pain and digestive problems — can be 
brought on or exacerbated by a depression of which 
the sufferer may be unaware. In addition, patients who 
know they are depressed may only be comfortable 
expressing it through physical complaints. 
One mil l ion-Americans over age 65 are suffering 
from clinical depression, according to a 1980 study. 
The suicide rate among elderly white males is 
dramatically higher than for any other group in the 
U.S. Symptoms of depression in the elderly are often 
thought to be senility. These can include reversible 
mental confusion. 
Trying to Pin-Point Depression 
Many depressed people appear in the health care 
system to seek treatment for physical symptoms — 
headaches, fatigue, stomach upsets, backaches or 
others. One significant study of suicide victims 
suggests they often consult doctors about physical 
complaints shortly before taking their lives. 
When depression is disguised or agitated, the 
patient himself can be unaware that he is depressed. A 
mate or close family member might be the first to 
notice changes in behavior or demeanor. Diagnosis 
can be difficult if a physician does not know a patient 
well. As a result, depressed patients often are 
misdiagnosed and inappropriately treated. 
Some techniques exist to aid the doctor in 
d i a g n o s i n g d e p r e s s i o n . T h e y i n c l u d e br ie f 
questionnaires or rating scales usually filled out by a 
physician during an interview with a patient. Few 
physicians have time to administer these to every 
patient. But if the doctor poses a few strategic 
questions, the answers may signal whether depression 
is present. 
Recently developed objective laboratory tests are 
another tool used in diagnosing depression. 
Measurement of hormones and brain chemicals found 
in blood, urine and spinal fluid is an expanding 
diagnostic procedure. 
The new tests frequently yield clues vital to 
treatment selection. They also have predictive value — 
indicating in some patients when medication can be 
stopped without immediate relapse or when 
medication should be taken to prevent recurrence. 
Causes 
Many scientists believe that some people are 
predisposed to depression by physical or chemical 
factors within the body. Some of these factors are 
hereditary. Most believe that the combination of these 
biochemical factors with stressful life situations can 
trigger depression. At t imes, a s ingle c a u s e 
predominates. In some people, the picture is clouded 
by interactions between factors: 
1. Depletion of brain ceil transmitter substances: 
There is growing evidence that some depressions 
result from abnormalities in communication 
among brain cells and depletion of the chemicals 
involved — norepinephrine and serotonin. 
2. Loss, real or imagined, crises, or a major life 
change: Predictably, these events can trigger 
depression. 
3. "Anger turned inward": Th is is the c lass ic 
psychoanalytic description of depression. Some 
psychologists have observed that the women 
tend to respond to adversity by blaming 
themselves while men tend to blame the world 
outside them. Some offer these tenedencies to 
explain the higher incidence of depression in 
women. 
4. Drugs: The side effects of alcohol, barbiturates, 
narcotics, corticosteroids, certain antihyper-
tensives and oral contraceptives may include 
depression. 
5. Disease: Obviously, i l lness can bring on 
depression. The likelihood is greatest with 
arthritis, heart disease, hypothyroidism and 
cancer. 
Categories of Clinical Depression and Specific 
Treatments 
The American Psychiatric Association notes four 
diagnostic categories. Severe depressions include: 
1 . Major Depressive Episode (unipolar): Th is is the 
most pervasive and persistent form of depression 
and may include psychotic delusions or stupor. 
Typically, an episode lasts two weeks to several 
months. It can become chronic. The rate of 
recurrence is the same — about 50 percent — in 
untreated patients and in patients successful ly 
treated but no longer on medication. 
2. Bipolar (Manic-Depressive) Disorder: These 
depressive and manic episodes usually alternate 
over weeks or months. A typical manic patient is 
elated but easily irritated, frenetically active with 
little need for sleep and may lose contact with 
reality. Manic patients often are hospitalized to 
prevent impulsive actions which can bring an end 
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to marriage, job, f inancial stability, and even their 
lives. 
Milder forms of depressions are: 
1 . Dysthymic Disorder (formerly called depressive 
neuros is ) : T h i s most c o m m o n form of 
depression, when recognized, is increasingly 
being treated by family phys ic ians with 
antidepressants, counseling or both. 
2. Cyclothymic Disorder: These mild bipolar cycles 
can be dangerous. In the manic stage, the patient 
may appear normal enough so that his grandiose, 
self-destructive schemes are not apparent to the 
casual observer. 
Helping Yourself Out of Depression 
Doctors suggest a number of ways depressed 
people can help themselves. 
Exerc ise regularly — preferably daily. Moderate 
exercise in the afternoon or early evening is known to 
improve sleep and mood. 
Don't nap. Napping worsens insomnia — a frequent 
companion to depression. On the other hand, don't 
sleep excessively. Allow yourself seven or eight hours 
at most. Researchers have found depression is linked 
to excessive sleep in some patients. 
Get involved in the activities you usually enjoy most. 
Resist the temptation to withdraw socially. Be active 
but not frenetic. 
Confide your feelings to a family member or close 
friend. Sharing can help you feel less alone. Feelings of 
guilt and worthlessness are common symptoms of 
depression. Airing these can bring reassurance and 
relief. 
Avoid excessive consumption of alcohol or drugs. At 
best, alcohol and illicit drugs afford a temporary 
escape. Because most of these substances are 
depressants, they'll ultimately make you feel worse. 
If all this fails and you feel persistently depressed for 
two weeks, don't let it drag on any longer. 
Get help. The sources of help in most communities 
i n c l u d e f a m i l y p h y s i c i a n s , p s y c h i a t r i s t s , 
psychologists, social workers, the clergy (some of 
whom are trained in counseling) and self-help groups. 
Choose the avenue most comfortable for you. 
The first person you contact may be unable or 
unwilling to help. Don't give up. Depression can be 
treated effectively. Ask that person to recommend a 
professional to help you or seek other professional 
help. 
Keep in mind that medication is usually required in 
cases of severe depression. Only a physician can 
prescribe this. 
* N E U R O S C I E N C E S INFORMATION C E N T E R 
A professional service of The Upjohn Company. 
Boston Beckons! 
Dr. John H. Boyd has arranged for CAMA to hold its 
annual meeting at the Lenox Hotel, Boston, 
Massachusetts, September 24-28, 1986. Conveniently 
located in the very Heart of Boston's Back Bay, the 
Lenox is only 15 minutes from Logan International 
Airport by the hotel's private limousine, and one block 
from Copley Place, the Prudential Center, and famous 
Newberry Street. It is convenient to Quincy Market, the 
financial district, theaters and restaurants, an ideal 
base of operations for both business and pleasure. 
Dr. Floyd H. McSpadden has been hard at work on 
the scientific program, which will bring together the 
aviation medical wisdom of the many nations in 
attendance. Among the events to be available will be 
an afternoon of sight-seeing through historic Boston, 
and one morning will be devoted toaspec ia l shopping 
spree for the ladies in attendance. On this occasion 
they may window shop or buy merchandise from any 
of the following stores: F.A.O. Schwartz (toys), Shreve, 
Crump, and Low (jewelry, clocks, etc.), Neiman-
Marcus (anything and everything, even his and her 
submar ines ! ) , V ictor ia 's Secret ( l ingerie! ) , and 
Wil l iams-Sonoma (kitchen utensils and br ic-a-brac! ) . 
Th is is to name only a few of the shops. And at Quincy 
Market (sometimes called Faneuil Hall, after the 
French Huguenot who built and endowed it) you'll find 
yourself in a shopper's paradise where you may feast 
on a stupefying assortment of exotic foods in a variety 
Continued on page 5. 
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Editorial Continued from page 7 . 
record opposing the mandatory kit that originally 
contained items which for usage require medical 
judgment. We wondered why a tourniquet and a skin 
prep sponge were not required in the basic kit. It will be 
interesting to find out how often these kits are 
activated. 
CAMA continues to express concern over the 
proposal that a simple statement of "no known 
physical disabilities" or such, is sufficient medical 
qualification for a "Recreational Pilot" rating. We 
realize that a pilot doesn't need to be a "superman", but 
the status of his or her health in regard to flying should 
be on the basis of designated criteria objectively 
applied by a trained observer. 
The FAA has been gradually modifying and 
clarifying some of its medical stances, in keeping with 
the ongoing changes in medical knowledge. There 
also appears to be a more expeditious handling of 
special consideration of specif ic airman problems. We 
appreciate this, and congratulate all concerned. We 
continue to have a sense of caution in the too rapid 
liberalizing of constraints in returning individuals with 
certain conditions to flying status. 
The Boston meeting is taking form, and we can all 
expect the quality of the program and of the location to 
be of the highest. You members of CAMA are the only 
ones who can supply the quantity. 
The Interim Meeting of CAMA's Board of Directors 
will be held April 21 , 1986 in Nashville, Tennessee. All 
members of CAMA are invited to attend this meeting 
and luncheon. The meeting is in conjunction with the 
annual convent ion of the Aerospace Medical 
Association, but you need not be a member of 
"Aerospace" to attend either the CAMA Director's 
meeting or the Luncheon. You have or will notice that 
CAMA's Headquarters address has changed. Please 
correspond — asking questions, making suggestions, 
noting new items, sending in articles for possible 
publication, complaints or, if possible, sending in a 
word of praise. 
Boston Beckons Continued from page 4. 
of ethnic eateries. In this colorful location you will find 
the wildest imaginable assortment of things to buy. 
Remember, too, that Boston is a great education 
center with 56 colleges, universities, and other 
institutions of higher learning including: M.I.T., 
Harvard, Boston University, Brandeis, Babson, Tufts, 
University of Massachusetts, Radcliffe, Wellesley, 
Bentley, and Simmons. 
Boston is also a great medical center with 17 
hospitals, many of them teaching hospitals. Of these, 
the largest and best is Massachusetts General 
Hospital, the oldest voluntary and non-profit hospital 
in New England. Other major hospitals in the area are: 
Beth Israel, Brigham and Women's, Children's, 
Deaconess, the Lahey Cl inic, University Hospital, and 
Boston City Hospital. The TV series "St. Elsewhere" 
was inspired by the last named institution. 
L E T T E R S : 
January 8, 1986 
Dear Sir: 
I would like to call to the attention of your CAMA 
members a new feature we have initiated in the Journal 
of Aviation Space and Environmental Medicine. It is 
the feature entitled "Case Reports from the Aerospace 
Medicine Residents File". We started this feature 
approximately one year ago and have obtained a great 
deal of interest from our clinical members of the 
Aerospace Medical Association. Dr. Al Parmet, at 
Vanderburg A F B , California, is responsible for putting 
the feature together while at the U S A F School of 
Aerospace Medicine. All correspondence concerning 
this feature should be addressed to him as follows: 
Allen J . Parmet, M.D. 
Chief, Aerospace Medicine 
U S A F Hospital, Vandenberg ( S A C ) 
Vandenberg A F B , C A 93437 
You need to send an original and two copies of your 
case report to Dr. Parmet, typed double space on plain 
bond paper. Please refer to recent Journals for the 
format of this feature since it is different from our 
normal research or clinical medicine report. A 
description of the format is in the October 1984 issue of 
the Journal , page 946. 
I look forward to hearing from many of you in the 
very near future. I have alerted Dr. Parmet about the 
possibility of receiving inputs from you and he is fully 
prepared to receive these and assist you in final 
preparation of these case reports. 
Thanks in advance for your inputs into this feature 
and I encourage you to let me know other areas that 
would be of interest to you in the Journal and I can 
assure you that these changes will be made if justified. 
Very sincerely yours, 
Sidney D. Leverett, J r . , Ph. D. 
Editor- in-Chief 
Aviation Space and Environmental Medicine 
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Of Interest to Members 
The Book Bin . . . 
In this department we shall review books of 
particular interest to Aviation Medical Examiners. 
FUNAMENTALS OF A E R O S P A C E MEDICINE — 
edited by Roy L. DeHart, M.D., MPH, M.S.I.A. 
Th is excellent single volume deals with all aspects of 
aerospace medicine. General principles are presented 
for physicians treating the aviation public. Aviation 
Medical Examiners and other specialists will find 
useful applications for the book in dealing with such 
subjects as acceleration, speed, altitude, and other 
biological stress factors associated with flight. 
Especial ly pertinent sections deal with the history of 
aerospace medicine development, aviation's support 
of the study of human physiology, medical 
considerations in crew selection, and special flight 
requirements. 
Published by: Lea & Febiger, 600 Washington Square, 
Philadelphia, PA 19106-4198 C O S T : $105. (Canada 
$139.75) 
Th is book is so good that your Executive Committee 
has decided to give a single copy to some lucky AME 
who attends the Boston meeting. 
News of Members . . . 
Past President, Dr. Bob Wick, has been elected First 
Vice President (President Elect) of the International 
Academy of Aviation and Space Medicine. He is slated 
to assume the President's chair in 1987, at the next 
change of Officers. The 1985 meeting was held in 
Guadalajara, while the 1986 meeting is scheduled for 
Belgrade, and the 1987 meeting is to be held in Cape 
Town, South Afr ica. 
Past President, Dr. Robert S. Poole, was assigned as 
Flight Surgeon and Commander of the 512th U S A F 
Cl in ic (Reserve) at Dover A F B . 
Dr. Stanley R. Mohler, Department of Community 
Medicine, Wright University School of Medicine, will 
be the speaker at the CAMA luncheon during the 
Aerospace Medical Association Meeting in Nashville, 
April 21,1986. His topic will be "New Concepts of Pilot 
Health". 
Welcome Aboard! 
We welcome the following new members into the 
fellowship of CAMA. 
Mr. Steven Bogel 
Vice President 
International S.O.S. Assistance, Inc. 
P.O. Box 11568 
Philadelphia, PA 19116 
Capt. H. J . Frick 
Canadian Air Line Pilots Assoc. 
c /o Human Factors 
1300 Steeles Ave., E. 
Brampton, Ont., L6T 1A2 Canada 
Dr. Willem A. L. Godefroy 
KLM Medical Department 
P.O. Box 7700 
Schiphol Airport 
The Netherlands 
George M. Gumbert, J r . , M.D. 
2537 Larkin Rd. 
Lexington, K Y 40503 
John P. Herrlin, M.D. 
Hangar 7, LaGuardia Airport 
Flushing, NY 11371 
John P.R. McCulloch, M.D. 
P.O. Box 6222 
Abu Dhabi, Arabian Gulf 
United Arab Emirates 
Bunetsu Miyairi, M.D. 
Tokyokotsukaikan Bldg., 2-10-1 
Yurakucho, Ch iyoda -Ku 
Tokyo, Japan 
Andre Senikas, M.D. 
900 Seminaire Blvd. 
St. J e a n , Quebec J 3 A 1C3 Canada 
Linda Whitby, M.D. 
Marlton Plaza 
9556 Crain Hwy 
Upper Marlboro, MD 20772 
Dr. Heinz F. Wykypiel 
Maria Theresian Str. 21 Innsbruck A-6020, A U S T R I A 
AME Seminar Schedule 
April 20-24 Nashville, TN October 5-10 Oklahoma City, OK 
June 19-22 Seattle, WA October 23-26 Washington, D.C. 
July 10-13 St. Louis, MO November 13-16 Denver, C O 
August 21-24 Phoenix, AZ December 4-7 Chicago, IL 
